Hepatitis C virus (HCV) is a parenterally transmitted human pathogen of global concern. Chronic HCV infection is associated with progressive liver disease culminating in an estimated yearly toll of around 400 000 deaths, mostly due to liver failure and hepatocellular carcinoma. Thus, in 2016, the World Health Organization issued a declaration aiming at the elimination of viral hepatitis as a global public health threat by 2030 [1] . Six indicators were identified to measure the progress in this ambitious effort: infant vaccination against hepatitis B virus (HBV), prevention of mother-to-child transmission of HBV by birth dose vaccination, blood and injection safety, harm reduction measures for people who inject drugs (PWID), identification of infected patients by means of appropriate screening strategies, and treatment of patients with potent antivirals. Transmission among PWID is currently a major driver of the persisting HCV epidemic in many countries, and a significant challenge to the HCV elimination targets set by the WHO. Switzerland pioneered the harm reduction approach as early as the 1980s, at the time of a rampantand unprecedented -spread of illicit drug use, favoured by coercive legislation and culminating in the infamous open air drug scenes known as "needle parks". In addition to massive preventive measures targeting the youth, adequate medical management and social support, and specific law enforcement, Switzerland adopted multiple low-threshold approaches to curb the drug epidemic and to reduce the risk of infection with blood-borne pathogens. Apart from being offered opioid substitution treatment (OST) and, in 1994, the ground-breaking heroin-assisted therapy [2] , PWID were enrolled in needle and syringe exchange programmes (NSPs), and allowed to inject drugs in consumption rooms specifically set up for this purpose, where sterile injection tools (including filters, water and cookers) were made available. The positive clinical impact of these preventive measures within the PWID community is well documented [3] . A later modelling study [4] incorporating the empirical evidence on the benefits of the above-mentioned interventions [3] showed that an additional reduction in the incidence and prevalence of HCV among PWID could be achieved by scaling up OST and NSPs combined with antiviral therapy, i.e., by applying the innovative concept of treatment as prevention [5] . Unfortunately, for several years both patient-and prescriber-specific barriers limited the uptake of interferon alpha-containing regimens, despite their proven efficacy among PWID [6] . It was only with the advent of interferon-free, all oral, direct-acting antiviral (DAA)-only therapies that universal access to treatment could be safely proposed to all PWID, with cure rates >90%, few side effects and virtually no contraindications [7] . A recent modelling study, now published in Swiss Medical Weekly, analysed the current Swiss situation among PWID actively infected with HCV, estimated at around 4200 in 2015 [8] . Based on the status quo, a 60% reduction in the viraemic pool would be expected by 2030, whereas to eradicate HCV from this population by the same year would require a timely treatment scale-up to 10% of the infected pool per year. The enacted robust preventive measures and the possibility of prescribing highly efficacious DAAs to all PWID irrespective of their liver fibrosis stage (as of 1 May 2017, following a decision by the Swiss regulatory authorities) make this goal within reach, but there is a glitch. These powerful approaches can be effective in the ideal situation where (i) all PWID have been accurately screened for HCV, and provided that (ii) all those found positive for anti-HCV antibodies have been tested for HCV RNA and genotype, and that (iii) all persons with active infection are linked to specialised care and (iv) treated. Indeed, the most troublesome gaps in the hepatitis C continuum of care are the poor diagnosis rate [9] and an unsatisfactory linkage to specialised care. In an accompanying paper [10] , Bregenzer and colleagues analysed in great detail the management of HCV in drug substitution programmes in the Swiss canton Aargau. In particular, they compared the cascade of care in centralised and decentralised care centres, the latter accounting for approximately 50% of enrolled cases, mostly followed up by general practitioners [11] . The most important observation of this study was the rather poor compliance with national and international recommendations for the management of patients under OST. Significant gaps in the HCV cascade of care were identified, especially in decentralised settings: as many as one fourth of patients had never been screened for HCV, around 19% of those found anti-HCV-positive had never been tested for HCV RNA, almost 20% of viraemic cases had never been genotyped for HCV, slightly more than half of them had never been evaluated for liver fibrosis stage or treated with antivirals. Provision of free rapid assays for anti-HCV in capillary blood, which has been shown to enhance the continuum of care in previous studies [12, 13] , and free assessment of liver stiffness with the FibroScan™ reduced only some of these gaps. Moreover, although questionnaires were sent to all physicians prescribing OST within the canton, only one third of cases could be enrolled, for reasons that could not be identified; the possibility that compliance with guidelines might have been even worse among non-respondents cannot be excluded. Finally, despite the availability of DAAs during the second year of the survey, none of the patients had been treated with these drugs. These results, coming from a resource-rich country, are not encouraging. As said, elimination of the HCV viraemic pool among PWID in order to comply with the WHO goals will require a substantial increase in antiviral treatment uptake. However, it seems that the system is unprepared to cope with a large increase in patients to be treated [8] , in spite of the fact that the administration of DAAs is safe and requires minimal surveillance, which in principle should allow expansion of treatment capacity by shifting the task of medicine delivery to mid-level care providers. These capacity limitations have to be carefully weighed before firm recommendations can be made at the national level; possibly the ability to prescribe DAA should be extended to physicians involved in OST, ideally after a thorough case discussion with reference specialists. For the time being, however, the major obstacle remains diagnosis and staging by general practitioners. The factors behind these gaps could not be analysed by Bregenzer and colleagues [10] , but can be partly deduced from the extensive experience in the field: (i) stigma (including self-stigma) may prevent PWID from accessing proper care, especially at public hospitals; (ii) discrimination by medical and paramedical staff may be more prevalent than commonly perceived; (iii) PWID and family physicians may be totally unaware of therapeutic advances of recent years, despite the unprecedented debate on DAAs, boosted by their huge market entry price; (iv) peer support, including peerto-peer education and debate, may be insufficient; (v) case management, ideally by social workers (rather than by doctors), including keeping track of patients' visits and missed appointments, may be erratic, aggravated by the challenges that PWID must cope with in their everyday life; and finally, (vi) there may be some misconceptions by doctors about adherence and reinfection, resulting in biased commitment. This dismal situation is even more difficult to understand and accept given the long-standing tradition of integrating PWID services in the Swiss health system, and it is not easy to make suggestions to improve it. The level of awareness on viral hepatitis issues is lagging well behind what has been achieved in the field of human immunodeficiency virus infection; health authorities should be more sensitive to the repeated pleas of Swiss opinion leaders and advocates. Well-funded HCV awareness campaigns aiming at general practitioners and addiction medicine specialists are needed. On the other hand, the large-scale implementation of electronic medical records may help, as they may bear a red flag in the event of a missing screening assay for HCV. HCV antigen assays in the form of rapid point-of-care tests using capillary blood may help to close another gap, but the accuracy of available tests is suboptimal [14] , and confirmation of active HCV infection once anti-HCV antibodies have been detected still requires retesting the patient for HCV RNA. Technological improvements may in the future rely upon isothermal amplification of viral RNA using very small amounts of blood and low power devices such as smartphones [15] , although these approaches are far from being optimised and cannot at present be applied to routine diagnosis. Most importantly, more emphasis should be put on the advantages of providing HCV care for PWIDs in centralised rather than decentralised settings, possibly by expanding harm reduction programmes and integrating HCV services (prevention, social and peer support, testing, treatment and care) in these programmes. In the meanwhile, the insufficient continuum of care, especially in decentralised facilities, will keep curbing the current momentum to eliminate HCV across Switzerland.
